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Surgeons are faced with the dilemma that many clinical questions in their daily practice to do not have
universally agreed answers, but patients increasingly demand the ‘best practice’ from their doctors. In
addition time pressures mean that clinicians are unable to keep up with the full spectrum of published
research.We have adopted an approach ﬁrst pioneered in emergency medicine, namely the Best Evidence
Topic or Best BET. Clinicians select a clinical scenario from their daily practice that highlights an area of
controversy. From this, a three-part question is generated and this is used to search Medline and other
appropriate databases for relevant papers. Once the relevant papers are found, these papers are critically
appraised, the relevant data to answer the question is extracted, tabulated and summarised. A clinical
bottom line is reached after this process. The resulting BETs, written by practising surgeons can then
provide robust evidence-based answers to important clinical questions asked during our daily practice.
 2011 Surgical Associates Ltd. Published by Elsevier Ltd. All rights reserved.1. Introduction 2.1. Describing a clinical scenarioClinical scenario
You are at a multi-disciplinary team meeting discussing of a patient with
a potentially resectable adenocarcinoma of the distal oesophagus. He has
undergone neoadjuvant chemotherapy and is scheduled for an open
two-stage Ivor Lewis oesophagectomy. One of the surgeons offers to
perform this procedure by laparoscopic gastric mobilisation followed
by open thoracotomy while another argues that this approach is
unproven. You wonder who is right and resolve to check the literature to
determine whether laparoscopically-assisted oesophagectomy (LAO) isIn order to achieve the optimal care for patients undergoing
surgical intervention it is essential that their management is based
upon the best available evidence. While other hospital and
community specialities beneﬁt from many resources that collate
and summarize the available evidence,1–3 these resources are
notable for the relative paucity of data on surgical research. Part
of the reason for this is the inherent “artistry” involved in even
a simple surgical procedure which means that there is a huge
variety in the approaches to intra- and peri-operative manage-
ment. Although some important questions in surgery have been
addressed through systematic reviews and meta-analysis of rand-
omised controlled trials (RCTs), the particular problem facing
many surgical specialities is that the majority of evidence that
does exist is frequently not of the highest quality.4 Therefore rigid
critical appraisal ﬁlters tend to discard the majority of these
papers as methodologically ﬂawed or poorly designed. In an
attempt to deal with this issue, a group of European cardiothoracic
surgeons adopted an approach ﬁrst pioneered by the Emergency
Department at the Manchester Royal Inﬁrmary known as Best
BETs.5 Best BETs have since been published regularly in peer-
reviewed journals (including the Emergency Medicine Journal,6
Archives of Disease in Childhood7 and the Interactive Journal of
Thoracic and Cardiovascular Surgery8 and are also listed on a dedi-
cated website (www.bestbets.org)).9 Such Best BETs tend to be
highly cited which demonstrates their value to the scientiﬁc and
surgical communities.associated with better outcomes as compared with open surgery.
Three-part question
In [patients who are undergoing trans-thoracic oesophagectomy for carcinoma
of the distal oesophagus]
Does [laparoscopic mobilisation of the stomach] as compared to [open
mobilisation]
Improve [clinical outcomes?]2. Generating a best BET
This process of generating a Best Bet has been previously
described8 is summarised in a Fig. 1. As shown the process involves
the following steps:iates Ltd. Published by Elsevier LtdBETs are generated as a result of clinical questions that face
surgeons in theirdaily practice. Thus as theﬁrst step, a clinical scenario
ispresentedthatclearly illustrates the topicandensures thateachtopic
is rooted in clinical practice andwill be of immediate use to clinicians.
2.2. Posing a three-part question
In order to ensure that the question is well deﬁned and answer-
able, the clinical scenario is then summarised as a three-part ques-
tion namely:
1. (P) Patient characteristic or patient group
2. (I) Intervention(s) or deﬁning question with or without
a comparison group (C).
3. (O) Outcome(s)
An example of a clinical scenario and three-part question is
shown below:. All rights reserved.
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EDITORIAL2.3. Performing a literature search
A key component of the Best Evidence Topic is that all the ‘best
available’ evidence is reviewed, as only then can strong conclusions
be drawn about the particular topic. A major strength of BETs is that
they are not exhaustive systematic reviews and as and thus rather
than taking months to perform, they take on average 5 h to
complete.10 They may be referred to as ‘shortcut reviews’ for this
reason, although they have a robust methodology. It must be real-
ised that non-English language studies may be marginalised during
this process and no attempts are made to search the grey literature,
unpublished literature or to statistically aggregate the data. Thus
what is offered by BETs are practical answers to clinical questions
by clinicians, rather than long reviews and summaries of the full
body of research on that topic. As such are particularly appropriate
to answer small focussed questions in surgery that would not
otherwise be answered by full exhaustive systematic reviews.
The main tool used in the literature search is Medline - a data-
base of over 20 million citations from the biomedical literature
from 1966 onward, compiled by the National Library of Medicine
in the USA. In order to achieve the aims of the BET- namely ﬁnding
and summarising the best evidence, it is important that the search
strategy has a high sensitivity (meaning that it has the highest like-
lihood of retrieving all relevant papers). In order to achieve this, the
search is done in stages. Each section of the three-part question is
taken individually, and as many terms as possible are combined
using the Boolean operator ‘OR’ to ﬁnd all abstracts that contain
information on that area. This now creates a search for each section
of the three-part question. These three sections are then combinedGenerating a clinical scenario 
Performing a literature search 
Posing a three-part question
Identifying the relevant papers 
Appraising the relevant papers
Tabulating the key results
Discussion and clinical bottom line
Fig. 1. Flowchart demonstrating how to write a Best BET article.using the Boolean operator ‘AND’ to ﬁnd papers that contain infor-
mation on all three areas of your question. This is a well-recognized
method for performing sensitive searches and has been described
in detail by Greenhalgh.11
We aim to ﬁnd around 50–200 abstracts that we can then hand-
search for relevance. However, two problems commonly occur
during searching: either too many abstracts are found or too few.
If too few abstracts are found, the sensitivity of the search needs
to be increased. This may be done by using more terms in the
search including plural versions and alternative spellings and by
using the ‘explode’ function for Medical Subject Headings (MeSH)
to include families of terms that all fall under a single MeSH
heading. If this fails to increase the number of available abstracts,
an author may consider searching other resources with broader
content coverage. These may include SCOPUS (45 million records),
EMBASE (24million records) and the Cochrane Database of system-
atic reviews.1 These additional resources are usually only necessary
if no relevant papers have been found on Medline, as additional
searches help to assure readers that there really were no papers
that could answer the clinical question.
If too many abstracts are found, the search is not speciﬁc
enough. Care must be taken when increasing the speciﬁcity not
to eliminate abstracts which would be potentially useful. While
the search terms themselves can be changed it is often better to
use other techniques such as the LIMIT command limiting, for
example, the search to human studies, or to use a methodological
ﬁlter to look only for RCTs to achieve the desired outcome.5 Often
the search may need to be done a few times to discover the best
yielding terms, and the three-part question may need to be
changed pragmatically as often searching for ‘survival or outcome’
may result in a poor speciﬁcity,2.4. Identifying the relevant papers that best address the question
posed
Once a satisfactory number of abstracts have been found, the
titles and abstracts now need to be further scanned, as the majority
of abstracts will not be relevant to the clinical question. From
a search that ﬁnds 50–200 abstracts it is usual to ﬁnd only 5–10
papers that require critical appraisal from the full text article.
This scanning process is quite quick and therefore we recommend
that it is better to scan a larger number of abstracts rather than risk
missing relevant papers by over reﬁning the search.2.5. Appraising the papers
The papers found by the search strategy are now requested and
appraised. The appraisal of each paper should be performed in
a structured way. Although there are no proscriptive methods for
performing this process, there are a number of useful critical
appraisal checklists which may be useful in assessing papers for
methodological and analytical soundness and help uncover any
signiﬁcant methodological ﬂaws.12–14
We suggest that ﬁrstly the relevant papers be categorised in
terms of the type of study and the level of evidence presented as
classiﬁed by the latest Oxford Level of Evidence2:
Level I: Systematic review of randomized trials or n-of-1 trials
Level II: Randomized trial or observational study with dramatic
effect
Level III: Non-randomized controlled cohort/follow-up study
Level IV: Case-series, case-control studies, or historically controlled
studies
Level V: Mechanism-based reasoning
Table 1
Example of format of the Best BET table.
Author, date
and country
Patient group (OO ¼ open
oesophagectomy
LAO ¼ laparoscopic
assisted oesophagectomy)
Study type
and level
of evidence
Outcomes Key results Comments
Kitigawa et al.,
2009 3, Japan
36 patients with
oesophageal cancer
OO n ¼ 20
LAO n ¼ 16
Level IV
Retrospective
cohort study
Survival
(OO vs. LAO)
Hospital mortality:
5% vs. 0% (not signiﬁcant)
This retrospective study showed a reduction
in length of intensive care and total hospital
stay, and a reduction in estimated blood loss
associated with LAO. It is confounded by
introduction of early post-operative nutrition
part-way through the study period, which
meant that the LAO group has a higher incidence
of post-operative jejunal feeding.
Other outcomes
(OO vs. LAO)
Mean intraoperative
blood loss: 1067 ml vs.
496 ml (p [ 0.001)
Intubation Time: 3.3 days vs.
1.6 days (p [ 0.004)
Intensive care stay: 4.1days vs.
1.8 days (p [ 0.001)
Serious morbidity (including
pneumonia, anastomotic leak
and recurrent laryngeal nerve palsy):
60% vs. 37% (not signiﬁcant)
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EDITORIALGenerally, in constructing the BET we are interested in the
papers of the highest available level of evidence only. Thus if there
are sufﬁcient papers of level I evidence then there is no need to
include papers of level II or III evidence in the ﬁnal BET. In contrast,
if there are several level III papers but no papers better than this,
then these will all be considered.
The next step would be to evaluate the detailed methodology of
the papers to assess any confounding factors, potential bias and
limitations of the study (e.g. limited follow-up, small cohort size
etc).
The ﬁnal step would be to select the outcome measures you are
interested in and then review each of the papers to see if this
outcome is quoted and what the impact of the intervention has
been on this measure. For example, in the case of the previous
quoted question on laparoscopic mobilisation of the stomach
during oesophagectomy, the selected outcome measures might be
in-hospital mortality rate, post-operative morbidity, length of ICU
stay, length of hospital stay andmean lymph node yield. Each paper
would then be analysed to see what impact laparoscopic mobilisa-
tion had on each of these parameters. It should be noted that the
outcomes measures should not be too rigid and it is often the
case that the outcomes measures initially identiﬁed during the
construction of the three-part question may be altered on review-
ing the papers. For example, on reviewing the relevant papers
addressing the question of laparoscopic mobilisation, most papers
noted and reported a difference in operative time and this was
therefore added as an outcome measure.2.6. Tabulating the results
The relevant papers are then summarized in a table using the
standardised form- a truncated example of which is shown in
Table 1. As show the Table has six column headings:
1) Author, date and country of research
2) Patient group
3) Study type and level of evidence
4) Outcomes
5) Key results
6) Comments on the ﬁndings, provisos and weaknesses of the
study.The aim of the table is to provide enough relevant data about
each paper so that the reader should not need to refer back to the
cited paper for additional information. In addition, an important
feature of the Table is that where possible each paper is presented
and summarised in the same way to allow easy comparison (i.e.
where possible the same key outcomes should be listed for all of
the papers).
2.7. Discussion and clinical bottom line
A search has now been performed, relevant papers identiﬁed
and appraised, and the results of the studies tabulated in a standar-
dised format. The salient features of the papers are summarised and
any issues arising from the critical appraisal of the papers dis-
cussed. This section can also be used to highlight the need for
further research. At the end of the discussion section, a clinical
bottom line should be derived which provides a deﬁnitive answer
to the three-part question based on the reviewed literature. The
total length of the article (excluding the Table and references)
should not exceed 1500 words with a maximum of six authors.
2.8. Revisiting and updating the best bet
Best Evidence topics are a review of the literature at a point in
time. However, all BETs published in the IJS will be given a ‘shelf-
life’, after which the search strategy will be reviewed and re-run.
Any additional papers that are relevant can then be reassessed
and the BET updated. It is envisaged that this would occur approx-
imately every 5 years for each BET.
3. Conclusions
The purpose of Best BETS is to encourage the delivery of
evidence-base practice in all aspects of surgery and to encourage
all members of the surgical community to participate in this
process. We stress that they are not designed to undermine the
gold standard of well-conducted systematic reviews and meta-
analyses. The IJS is keen to accept topics on all aspects of surgery
including breast surgery, vascular and endovascular surgery,
gastrointestinal, endocrine, transplant, emergency and trauma
surgery. As such we would encourage our readers to devise ques-
tions relevant to their day-to-day practice. These topics can then
be registered with the IJS and commissioned by the journal for
publication subject to passing satisfactory peer-review.
The International Journal of Surgery has sought to raise stan-
dards within the ﬁeld of surgical publishing and launched a number
of initiatives and debates in recent years.15–22 We are now
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EDITORIALlaunching Best BETs within the IJS and hope that the surgical and
scientiﬁc community will embrace this latest initiative.References
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